being for Aboriginal people in the nineteenth and twentieth centuries, and some of these issues are still problematic for this population. 9 With this in mind, this paper will open up the twentieth century for closer examination, which may help to shed some light on current patterns of service use.
Aboriginal People and Australia's Mental Health History
Historical studies of indigenous mental illness under European colonial rule have mostly focused on areas other than Australia, such as India, South East Asia and Oceania and Africa. 10 Australia's situation is not always easily comparable to these settings, nor to that of New Zealand's Maori. 11 In colonial Australia, the Aboriginal population still predominantly lived in traditional hunter-gatherer societies that were clan-based with distinct language groups, and the population was also comparatively small, especially after the enormous influx of Europeans during gold rushes in the mid to late nineteenth century. The Western Australian Aboriginal population was estimated in 1901 at barely 6,000, compared to a non-Aboriginal population of 184,124.
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Although there were early attempts to interpret Aboriginal mental health from a white perspective, Hunter claims (and McMahon confirms) that the concept of 'Aboriginal mental health' simply did not exist in Australia before the 1950s. 13 Given that contemporary Australian data on Aboriginal people's use of mental health services is poor, it is not surprising to find that analysis of the period before the 1960s is also fragmentary, even though many other historical aspects of Aboriginal people's lives have been studied closely. Major works on the history of mental illness in Australia barely mention Aboriginal people, let alone provide any analysis of their situation.
14 Most of these studies focus on Australia's urban settlements and thus exclude Aboriginal people in rural and remote areas, unless they were transported to urban asylums. Conversely, historical studies of Aboriginal life in Western Australia mostly omit any mention of mental health issues or incarceration in asylums. 15 However, Martyr has examined some primary source records for nineteenth-century Aboriginal lunacy admissions in Western Australia, and found that these largely matched the profile of non-Aboriginal lunacy admissions in the same period: labouring class males, vagrants, those who were elderly and physically sick and females suffering from lack of family support. 16 One significant difference was that alcohol was not a factor in most Aboriginal nineteenth-century admissions, whereas alcohol abuse was a relatively common cause of non-Aboriginal mental hospital admissions in the same period. This paper will examine twentieth-century Aboriginal admissions to Western Australian mental hospitals, using restricted records, to create an initial historical statistical profile of Aboriginal mental health service use. We will also use newspaper reports, evidence from government inquiries and extracts from an oral history project on the history of Claremont Hospital to provide insights into the lived experiences of Aboriginal people in mental hospitals in this period. The original voices of the patients have been almost completely lost, but there are oral and written accounts from as early as 1911 through to the late 1960s which capture staff descriptions and impressions of these admissions of Aboriginal people. These documents and oral histories sometimes use terms to describe Aboriginal people which are considered offensive today.
Finding Aboriginal People in Mental Health Records
This topic remains largely unexplored by historians for three reasons: it is difficult to access many Australian mental health records, it is difficult to find Aboriginal people in those records, and it is difficult to interpret the data meaningfully by comparing it to other historical indicators of Aboriginal health and well-being. In Australia, mental health services are provided separately by the six State governments, which creates six different mental health systems with unique histories and record sets. Each State has its own collection of historical mental health records, protected by privacy and record-keeping legislation which can restrict access for up to 100 years. Even data in the public To complicate matters further, Western Australia's historical annual mental health reports are skeletal compared to those produced by other States, which means that primary sources have to be accessed directly. While most individual case notes have been destroyed, the handwritten admissions registers for the principal public mental hospitals have survived, and are held by the State Records Office of Western Australia under 100 year restriction. They have been accessed for this research with the permission of the Western Australian Department of Health, as part of a larger project with ethics approval from the North Metropolitan Health Service Mental Health Human Research Ethics Committee, and with restrictions on the use of name-identified patient data. The oral history interviews were recorded from 2009 to 2010 as part of the same project, and all oral history participants signed release forms allowing the publication of information from their interview transcripts, and have chosen a pseudonym if they wished.
Western Australia's small population and limited number of public mental health institutions make it possible to capture a manageable dataset of admissions from 1903 to 1966 . In 1903 Claremont Mental Hospital (1903 -1972 , the largest standalone psychiatric institution in Western Australia, began receiving admissions, and in 1966 computerised mental health data collection began in Western Australia, which marks the end of the handwritten data series. 19 At its peak, Claremont accommodated close to 1,700 Staff recorded information required by legislation in the admissions registers, but this did not include ethnicity, although the registers had a column for recording 'Nativity'. This was sometimes used by staff to identify ethnicity, such as recording 'Singapore (British)' to indicate a white person born in Singapore. This is where most Aboriginal admissions were identified as such. Other columns where this information might be recorded were as follows: 'Name', when the first name only was used, accompanied by the word 'Abo', 'Aboriginal', or 'half-caste' in brackets. If the admission had both an Aboriginal name and an English name, the symbol '@' (alias) would be used; 'Occupation', terms such as 'Native' or 'Abo' were sometimes used to describe the admission's occupation; 'Residence', if the admission's residence was a mission, station or 'native camp', this may not always indicate Aboriginal identity, but it was used to confirm an Aboriginal identity tentatively identified in other notations or comments.
As a series of government inquiries and Royal Commissions showed, the Claremont and Heathcote registers were often unreliable, and data was not recorded consistently for all admissions. 22 This includes ethnicity, even for the one individual: in some cases a person's Aboriginal identity was recorded in the Heathcote register but not the Claremont register, or an Aboriginal identity was only recorded after the person had died. This lack of consistency makes it difficult to track individuals through the system, and also makes it difficult to produce an accurate count of the number of Aboriginal people in the mental health system. For this reason, a count of admissions has been used, rather than a count of persons. The data has been organised into admission rates,
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Other government-run mental hospitals in Western Australia included Lemnos (1926 Lemnos ( -1990 By using the estimated Aboriginal population of Western Australia across this period, we found an overall average admission rate of 1.17 per 1,000 people, compared to an overall average non-Aboriginal admission rate of 8.57 per 1,000 people in the same period.
25 There were around two identified Aboriginal admissions to public mental hospitals each year in Western Australia, but between 1958 and 1966 the numbers of identifiable Aboriginal admissions dropped dramatically, which means that either there was a genuine reduction in Aboriginal admissions, or the staff stopped identifying admissions as Aboriginal in the records. The age of Aboriginal admissions was recorded reasonably consistently, with 78 males (79.6 per cent) and 57 females (86.3 per cent) having an age recorded on admission. However, age was sometimes estimated and sometimes later corrected. For example, one Aboriginal patient admitted in 1926 was estimated to be 60 on admission, but only 54 at death a few months later. In some cases extremes of age were estimated, such as '100þ' years. The overall reliable age range was 2-75 years of age, with a median age at admission of 31 years for males and 25 years for females ( Figure 1) .
Religion was the least well-recorded element of the Aboriginal admissions data: only 28 male admissions and 22 female admissions had any data recorded. The majority of those with an identified religion were Roman Catholic (13 per cent overall). The high numbers of admissions with no data recorded may be because staff understood 'religion' as meaning variations of Christianity, and assumed that in its absence the Aboriginal person had no religious beliefs. Twelve admissions had their religious affiliation recorded as 'native', 'pagan', or 'atheist'. There is no reliable data available on the religious affiliations of Western Australia's Aboriginal people for this period, so it is not possible to determine how representative this group is of Aboriginal people in general at this time.
Seventy male admissions (71 per cent) and 55 female admissions (83 per cent) had their marital status recorded, and the majority of these were single (61.1 per cent overall). Marital status could be recorded differently from one admission to another. Unusually, there were roughly the same numbers of married male and female admissions over this period, whereas non-Aboriginal admissions to these hospitals were skewed heavily towards unmarried males, especially in the earlier decades of the twentieth century.
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Like religion, occupation was either not consistently recorded, was assumed to be absent, or was genuinely absent: only 57 male admissions (58 per cent) and 39 female admissions (59 per cent) had an occupation recorded (Table 1) . Of the 71 admissions who had no occupation recorded, 27 gave their address as missions, stations or government institutions. Historically, Aboriginal people have experienced higher rates of welfare dependency and lower rates of workforce participation in Australia than the rest of the population, although statistical evidence from before 1970 is negligible. We also collected data on place of origin and residence. Aboriginal Australians have a traditionally close relationship with 'country': their place of origin which is home to sites of profound spiritual meaning for that person and their extended family and language group. Ability to reconnect with country is seen as an important part of an Aboriginal person's traditional emotional well-being. 29 In this context, removal from country-such as being taken from a remote area by police constables to a mental hospital in a city some 2,500 kilometres away-would contribute to poorer mental health outcomes for an Aboriginal person who was connected to those traditions. Place of origin or residence data was recorded for 82 male admissions (83 per cent) and 50 female admissions (75 per cent). In the original dataset, this information could be a town, station, mission or other location, and where possible these have been identified and matched to Western Australian regions ( Table 2 ). The majority of Aboriginal admissions with an identified place of origin or residence lived in towns outside the metropolitan area, with the largest group from the furthest away-the far northern Kimberley and Pilbara regions (Table 3) . There is little specific data available on the historical population distribution of Aboriginal people in Western Australia, so it is difficult to say how representative this is of Aboriginal Western Australians generally in this period. 30 Diagnoses were recorded consistently: 90 male admissions (92 per cent) and 64 female admissions (96 per cent) had a diagnosis recorded. The diagnoses are almost all pre-ICD/ DSM, and have been divided here into those which appear to have been of physical origin, and those which are closer to a modern understanding of a psychiatric disorder (Table 4) , based on the primary diagnosis only. Of all Aboriginal admissions in this period, 35.9 per cent had a primary diagnosis of a physical or organic disorder, while 57.9 per cent were diagnosed with what would be understood today as psychiatric disorders. Because these diagnoses were developed without any clear criteria, and because all the case notes have been destroyed and access to individual admissions papers is restricted, it is impossible to validate these diagnoses, or to describe in any detail the symptoms and behaviours which may have been exhibited by the individuals concerned. This matches the pattern of all admissions to Claremont and Heathcote between 1903 and 1965, where a review of diagnoses in the annual reports indicates that approximately a third of all admissions were diagnosed with primarily physical disorders, including epileptic disorders, developmental disabilities, neuropsychiatric syndromes such as Parkinson's and Huntingdon's diseases, acquired brain injuries, and infection-related neurological conditions. 31 The majority of the Aboriginal psychiatric diagnoses are psychosis-related, with the exception of the eight admissions with melancholia. Females were more likely to be admitted with schizophrenia-type diagnoses (schizophrenia, dementia praecox and paraphrenia), while males were more likely to be admitted with mania, neurosyphilis and psychiatric conditions of old age.
Outcomes were recorded for almost all patients: 85 males (97 per cent) and 51 females (89 per cent) ( Table 5 ). The most common outcome for Aboriginal admissions was death in Claremont: around half of all Aboriginal admissions eventually died there. There was enough data to calculate the length of stay for 91 male and 57 female admissions, which showed that the majority of Aboriginal admissions left hospital, whether by death or discharge, within a year of admission. Few Aboriginal admissions became long-term patients at Claremont: only 15 admissions with a recorded outcome spent more than ten years in Claremont, of whom 13 eventually died there.
There is some documentary evidence that Aboriginal admissions were classed as 'paupers', and that if they died in Claremont, their remains would be buried at government expense in nearby Karrakatta Cemetery. For example, in 1918 two Aboriginal admissions, one male and one female, died within a month of each other in Claremont. They were both buried at Karrakatta at a total cost of £1 5s, and their burial was paid for by the Western Australian government's Department of Aborigines and Fisheries. 32 It is very unlikely that an Aboriginal person's remains in this period would have been returned to country from a public institution. Place of death is highly significant for most indigenous cultures, and death away from country, particularly in a hospital, was and is a frightening Aboriginal people admitted to mental hospitals died from chronic physical illnesses, including tuberculosis and cardiovascular disorders, as well as terminal conditions such as bronchitis or pneumonia probably contracted while in hospital (Table 6 ). This high rate of chronic physical illness also helps to account for the fact that of all Aboriginal inpatient deaths, 36.7 per cent (22 males and 10 females) took place within a year of their admission. 34 There was a median length of stay of 1.6 years until death for males (1 day-46.4 years) and 2.1 years for females (15 days-23.8 years). This is consistent with all admissions: Claremont Hospital regularly admitted people who were chronically and seriously physically unwell, and data extracted from Claremont Hospital's admissions registers at five-year intervals from 1910 to 1950 shows that of all deaths in Claremont, 33.8 per cent took place within a year of the person's admission. Females were overall more likely to be discharged than males, and the 19 admissions to Heathcote who did not progress to Claremont had better outcomes: 13 (68 per cent) were discharged on trial leave, and four were discharged outright. All Aboriginal patients discharged from Heathcote were discharged within 12 months, and most were discharged in under 6 months, which was standard procedure under the Mental Treatment Acts. This is also consistent with Heathcote's role as a reception home for less seriously unwell patients, and its operational policy of sending more seriously unwell patients to Claremont after initial assessment. So what does this cohort look like overall? They are a small group, relatively young, and very unwell. Over the twentieth century, Claremont and Heathcote gradually accepted larger and larger numbers of older adults with mental health problems associated with age, which meant that the median age of all admissions jumped dramatically from 37 years of age for both males and females in 1933 to 48 years for males and 56 years for females in 1953. The Aboriginal admissions' comparative youth may be a reflection of lower life expectancy for Aboriginal people in this period. 35 No figures are available for Claremont and Heathcote on the numbers of admissions from rural and remote areas overall, but the place of origin of these Aboriginal admissions was consistently outside of the metropolitan area, and in the majority of cases from the far north, at least 1,000 kilometres away. Discussions of Aboriginal mental illness also cut across contemporaneous debates about the perceived relationship between substance abuse (particularly alcohol) and mental illness, which was seen as a common problem for both the Aboriginal and nonAboriginal population in twentieth century Australia. 36 Various forms of legal prohibition of alcohol purchase and consumption were applied to Aboriginal communities until the 1960s in Australia, which may help to explain the very low rates of recorded substance abuse-only 3 of the 164 admissions, or less than 2 per cent. By contrast, from 1903 to 1910, 6.4 per cent of all admissions to Claremont were for substance abuse, although by 1930 this had fallen to 2.9 per cent.
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There are also some consistencies with all admissions in the same period: a higher proportion of males to females, high rates of admissions in poor physical health, and a high death rate within a year of admission. Western Australia's small population and lack of specialised health facilities in this period meant that many individuals with complex physical disorders, developmental disabilities and co-morbid illnesses were sent to public mental hospitals for long-term accommodation and management, and around one-third of all Aboriginal mental health admissions fell into this category. The high proportion of Aboriginal people with mental health problems of apparently physical origin helps to highlight the poor overall health of this group of admissions.
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The acuity of the diagnoses is noteworthy: most of these patients had to be brought long distances to be admitted to Heathcote or Claremont, and this was unlikely to take place unless their illness was too serious to be treated or managed in the local community any longer. The high death rate is almost certainly linked to the acuity of the diagnoses and the high rate of admissions with serious physical disorders, as well as other factors such as separation from traditional country and local communities. The extremely low numbers of identified Aboriginal admissions before 1966, the seriousness of their diagnoses, and the high rate of obvious physical co-morbidities, seem to confirm Martyr's hypothesis that the mental health system was the last port of call for Aboriginal people with serious mental illness in Western Australia before the 1970s.
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This low number of Aboriginal admissions may also relate to institutionalised racism. General hospital services were not always accessible to Aboriginal people, and/or discriminated against them directly or indirectly in their admission policies and practices. Aboriginal people with severe mental illness may also have been more likely to be dealt with as a criminal justice issue, or within missions or other institutional settings. These factors, along with fear at the prospect of dying away from country, and other negative experiences of involvement with State government services, may have kept Aboriginal people from seeking help for any other than the most serious and disruptive mental disorders. The high cost of transporting Aboriginal people from remote areas to the city also made removal to Claremont an unattractive solution for the State and its agencies. Aboriginal people appear to have been in a double bind: unwilling or unable to seek help from public mental health services that were equally unwilling or unable to assist them. Were Aboriginal patients in mental hospitals treated differently because of their ethnicity? In 1919 a parliamentary select committee heard evidence about the poor conditions at Claremont Hospital, including the treatment of an Aboriginal man, Neebajong, who had been sent to Claremont's ward M3 (the hospital ward) where Alexander Grimaldi had nursed him. Grimaldi testified to the select committee:
Perceptions of Aboriginal People in Western Australian
That man lay for the best part of three days writhing in agony owning to the retention of the urine and, to my way of thinking, and to that of every other attendant, the doctor should have done something in the way of using a catheter to relieve him. He lay there for three days until he died. That seemed an outstanding case. Ordinarily if a patient is suffering from a retention of urine, it is taken from him, but in this case it seemed that Neejabong was a blackfellow and they did not take much notice of him. Ibid., 514.
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Ibid., 515. In this period, there were only four Aboriginal male admissions to Heathcote, all from remote areas, three of whom were transferred to Claremont within a few months. Some were very nice, and some were working in the wards like that, and being helpful, and there's no problem at all. And some-so we didn't have any problems, it's only one that heard these voices and that.'
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Robert McDonald, who worked as an attendant at Claremont from 1947 to 1951 and who later worked as a police officer in rural Western Australia, provided his own explanation as to why there were so few Aboriginal admissions:
See, I don't think anyone bothered-if they were mad, they stayed mainly in the outback or camped off somewhere, and nobody was interested in them . . . there weren't a lot, but police tended to lock them up and then let them go, and they of course moved around quite a bit; they never stayed in one place too often very long. There were only reserves for them; there was no housing anywhere for Aboriginals. So-their life was always very hard. 54 The only dissenting voice was that of former attendant Stan Dixon, who worked at Claremont from 1947 to 1978, who recollected: 'Oh yeah, quite a lot of Aboriginal patients. They were in a circular door [revolving door], I think.' 55 'Ludwig', a staff member who began working at Claremont in the early 1960s, also recalled that:
Aboriginal patients were not rare but I never heard of a voluntary Aboriginal patient. I noted that the number of urban Aborigines [sic] was far lower than it should have been in proportion to their demographics in the city. . . . I theorise that Aborigines [sic] simply did not enter the mental health system unless they were severely psychotic. . . . When I was a student I remarked on the extremely low number of urban Aborigines [sic] we saw in Claremont and I can only remember two or three.
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I asked [an Aboriginal patient] what they did with mad people in the bush and he told me they allowed them to behave as they wished unless they were violent; in that case they would confine them to the edge of the camp. If they continued to be dangerous to people they would have to drive them away or, in desperation, kill them.
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Where did Aboriginal admissions come from? Former staff member 'Alister McEwan', who began working at Claremont in the late 1960s, recalled that, 'some of them were local, but there were quite a few very dark people, who were from remote areas'.
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Because of this, language barriers could exist. 'Ludwig' recalled: 'We had a number of Aboriginal men from remote regions. It was interesting to me that one paranoid schizophrenic man who arrived speaking almost no English learned to read to a degree by watching TV and had his own paranoid version of world politics from the same source.' 59 But sometimes these problems were solved in unexpected ways: 53 Another Aboriginal man was one day standing next to a Yugoslav [patient] who was rattling on in his own language . . . to my astonishment, the Aboriginal man carried on the conversation in Yugoslav. Of course, I had assumed that an Aboriginal man could not possibly speak Yugoslav but he explained to me that he had worked for a few years with Yugoslav timber cutters in the Southwest and had 'picked up the lingo'. It was a good lesson to me about making such assumptions.
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Although interactions with Aboriginal patients could be just as violent as those with other patients, staff did not recollect these as being uniquely violent simply because those involved were Aboriginal. Bill Louvel was once assaulted by an Aboriginal patient, but ascribed that to the patient's epilepsy and mental health problems, rather than his ethnicity: 'he was a decent bloke. That night he took to me, must have been one when something disturbed his brain, he took to me. There's one patient who was brought back, his family's well known, Aboriginal, but-he was all right with us, but he hated the police. And they brought him back in handcuffs something shocking; they'd given him a bit of thump up, I believe.
But they took the handcuffs off him, and when the police said 'Oh I don't like this', they said, 'You don't bring a patient in handcuffs into this hospital'.
Next moment, this patient says, 'Yes, now I'm back here I'm as mad as a rabbit; you can't do anything'-he went BANG and hit this copper fair in the jaw. And I'm taking this bloke back to the ward, he said, 'Gee that felt nice, Norm'.
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A former attendant who worked at Claremont from the 1950s to the 1980s was also involved in a violent incident with an Aboriginal male patient:
Anyway it finished up with seven of us, and we had to give the patient, an Aboriginal, we had to give him a needle. And he was in a single room, and he had demolished the steel bed, and used one of the parts as a ramrod, and bashed the door in, so the staff in the ward, they apprehended him ... and I remember, I was 60 Ibid. given the needle and syringe and I gave it through his trousers. Didn't even bother to take his trousers down. . . . we had a very big Aboriginal woman, I think she had done some harm to somebody at home, or some-killed her husband or something-and she was hearing voices all the time. And it was very dangerous really; I mean you would treat her with_really. But that's what happened-they didn't have other help. Only sedation. 65 However, former nurse Evelyn Grove (who first worked at Claremont from 1949 to the early 1960s) recollected nursing and working alongside Maudie Yooringun, an Aboriginal woman who was the subject of the Australian documentary film Case 442. Yooringun was admitted to Claremont some time in the 1940s as a young woman, and was assigned work assisting in the children's ward.
She loved going over to the children's ward to help looking after the kids. . . . Her mental state was-I couldn't understand why she was there. There must have been something that happened in the early days that we didn't know about. But she was normal enough to me . . . some of the ladies, they all went-got quite violent, but never, ever did I see Maudie get violent. Oh, she was a placid little person, loveable person, actually. 66 When any admissions had physical health problems, these were mostly managed on site at Claremont and Heathcote to avoid the risks associated with patient transfers. A former staff member who began working at Claremont in the late 1960s recalled that, 'There was a ward that was for tuberculosis patients, and there were a couple of Aboriginal people in there with mental illness that also had leprosy, so that was in the TB ward.'
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Only two staff members mentioned substance abuse in relation to historical admissions of Aboriginal people: Bill Louvel believed that many admissions 'would have been caused by the alcohol, you know; the Aboriginals can't stand the alcohol', 68 while 'Ludwig' believed the opposite-that 'Aboriginal insanity was often masked by alcohol misusethere was not much use of other drugs in the community then.' 69 However, from the 1950s it became more common to transfer physically unwell admissions to general hospitals if they needed surgical or medical care. This led to cultural conflicts in some cases, where urban white hospital staff were not used to dealing with Aboriginal people with both physical and mental health problems. Maiga Houlahan had to assist with the transfer of a female Aboriginal patient to the local specialist women's 64 hospital, King Edward Memorial Hospital, where the woman experienced treatment that upset her.
And I remember we took a-we were detailed, a male nurse, and one of the Aborigine women, very big one, we had to take her to King Edward, because they were going to tell her how to manage her life, or whatever! And of course they upset her, and she was off! Yes, of course we were not chasing her because she was too dangerous-she was the one, I mean, but this is the trouble, you know, a lot of people are not trained with Aborigines, really. 70 Houlahan also recollected that other general health specialists showed a lack of sensitivity to the needs of Aboriginal admissions:
And then one day I had to go to Royal Perth Hospital, I was sent to supervise or see an Aboriginal patient who had come in, and the specialist came up and said [to the patient], 'On no account must you leave the bed'. Can you imagine a person that's been out in the bush and never had to pee in a bed? She couldn't do it. It was stress. I got the chair and got her on when-but they sort of don't realise that you can't put them through such stress when they are already mentally-they couldn't do it in a white [European] bed like that; they'd never had a bed before. People used to ask-and that was medical staff. Top medical staff, asking people to do that. 71 Alexander Grimaldi had testified to the Select Committee in 1919 that an Aboriginal man was allowed to suffer needlessly in the hospital ward because he was 'a blackfellow', and Edward Plush reported the concealment of Aboriginal patients at Heathcote in the 1930s. Yet later oral history accounts seem to indicate that attitudes by nursing staff and other patients towards Aboriginal admissions were fairly tolerant. 'Ludwig' recollected:
One of the fine things about Claremont was that the level of racial tolerance was higher than in the general community. I rarely saw racial disharmony between patients and I don't believe patients of any ethnic background were treated differently by staff, even though I know that some staff privately were rather racist.
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Another former staff member who began working in the late 1960s recollected a low level of racial tension between the patients: 'I think a lot of them were in their own worlds, you know. In terms of that, I never saw any fights that were racially motivated.' 73 Both Plush and Grimaldi were reporting on an earlier era, but they were also both describing behaviours by senior hospital staff-medical staff and management-rather than the attitudes and behaviours of nursing staff and other patients. This hints that racist attitudes may have been more common at the higher levels, in mental health service administration, rather than at the patient level.
To an extent, Aboriginal traditional beliefs and healing practices were also respected by the staff. Norm Harley recollected an instance in the 1960s where an Aboriginal female patient was involved in delivering care at Heathcote to a migrant woman who was admitted after she had accidentally smothered her baby. The woman was not responding to treatment, so the Aboriginal woman: turned around and said to the doctors, 'Leave her to me, you don't know what you're doing, you blokes. You don't know what you're doing. I can fix her up.' And this doctor, he turned around and said, 'Anything's worth a go'. She demanded dolls and everything else. Now used to overlook the river, Heathcote, and she used to have her out there, third day she had the patient crying. The next thing you know, this woman's holding this doll; it took a matter of about a week and a half. A month later the woman was discharged.
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'Ludwig' also recalled:
I was friendly in Claremont with a schizophrenic Aboriginal man from the Kimberley and used to discuss his culture with him. He was raised in the bush until he was taken to a mission at age 11 so he believed in 'the bush gods when I'm in the bush and the Catholic god when I'm in the city.' . . . I had another Aboriginal man there, however, who was psychotic. He told me he could hear the old men saying bad things around the campfire. He responded well to antipsychotic medication. 75 Apart from the Aboriginal woman who ran away from King Edward Memorial Hospital, only one other informant from this period mentioned an Aboriginal patient absconding:
I remember an Aboriginal patient who was well known to us . . . one day he decided he would escape out the back, so he tied the sheets together. He got the chocks off the windows. He went out the window with a sheet, but he forgot to tie it to the bed, and he broke his leg. And that was his story. 76 The qualitative data seems to confirm that there were very small numbers of Aboriginal admissions to mental hospitals, and that they often had comorbid physical disorders and illnesses. However, the accounts from staff present a marked contrast to the fearmongering of newspaper reporting in the same period. Staff were aware that Aboriginal patients came to hospital only after their illness had progressed seriously, and that they were sometimes discriminated against in the hospital because of their ethnicity. Aboriginal patients are not described as more dangerous than other patients, and their violence is consistently attributed to being in acute stages of illness. Staff also report friendly relationships with Aboriginal patients, in which there was an exchange of views and understanding which helped the staff to understand the Aboriginal person in their own context and background. 74 
Conclusion
Is it possible to create a meaningful historical perspective on Aboriginal people in Western Australia who were admitted to public mental hospitals? We would argue that it is possible, but only within the limitations described above, as identification was not consistent, and current restrictions on access to records also limit this endeavour. The Australian Bureau of Statistics has warned analysts to use caution when dealing with questions of historical Aboriginal population numbers, as social changes-such as a growing willingness of people to identify themselves as Aboriginal, different data collection methods, and more consistency in record-keeping-can create apparent data anomalies. 77 This caution should also apply to older mental health records, as it is not clear whether staff members recording the information asked the person whether they were Aboriginal or not, and whether individuals (if asked) would have chosen to answer correctly. The numbers of identified Aboriginal people admitted to public mental hospitals in this period may have been much larger than those described here. This study had to omit admissions to the Kalgoorlie Hospital and Perth Hospital mental wards ), as we were not able to access these records at the time of writing. These two wards treated hundreds of patients annually, most of whom were discharged after very short stays, without certification under the Lunacy Acts. It may be that many other Aboriginal people presented to these services who were not subsequently transferred to Claremont.
A further question is: what can we do with the data on Aboriginal admissions, once we have collected it? Because Aboriginal Australians were not included in national census counts, it has been difficult to match this data to other key indicators of well-being such as participation in employment, as these are similarly under-recorded. Conversely, one area where historical data is over-abundant is that relating to imprisonment. As a result, this dataset raises as many questions as it answers. Were there low rates of incidence of serious mental illness among Aboriginal people in Western Australia, or just low rates of treatment? If the incidence was lower, then what protective factors were operating? Did Aboriginal people with mental illnesses tend to remain in their local communities and be treated there, or in general hospitals, or were they kept instead in lockups, missions and prisons? Finding data to support any hypotheses would require careful investigation of a range of other State-based records, including those government departments which historically managed local Aboriginal communities.
One 1976. 79 Along with these campaigns for recognition came a drive to repeal the discriminatory prohibition of alcohol for Aboriginal people, which was not well planned or executed in all States.
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Data linkage and analysis of post-1966 computerised mental health records in Western Australia may indicate at what point Aboriginal people became more clearly identified and/or more frequent users of mental health services, and whether the high levels of acuity and co-morbidity found in this study persist over time. By matching this data and that from the National Aboriginal and Torres Strait Islander Health Surveys with other social indicators where possible, such as employment participation and imprisonment, we can begin to develop a historically more accurate image of the mental health and well-being of Aboriginal people in the twentieth century, and how they engage with public mental health services. There are other areas where more scholarship is needed, especially if it is possible to capture any remaining oral or written histories which might help to provide authentic Aboriginal voices, and leading to a better sense of what life for Aboriginal people was like in and around these mental hospitals.
